Discussion papers

Medicine — a healing or a dying art?

BLAIR H SMITH
ROSS J TAYLOR

SUMMARY. That medicine is a science is the popular
belief, and this has been reinforced by the advent of ‘evi-
dence-based medicine’, which assumes that scientific proof
is required to support medical practice. However, the view
of science implied is a narrow one, foreign both to pure sci-
entists and to artists, and the art of medicine is devalued by
the approach. There are both important differences and
important similarities between science and the arts. The
arts should contribute to evidence-based practice and edu-
cation along with science, and have a role in many aspects
of medical practice.
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Introduction

EDICINE has long been considered a science. Evidence for

this is found in consideration of the content of undergradu-
ate preclinical curricula, in which the basic medical sciences
have been used as near-exclusive preparation for a clinical
career. This approach is now reinforced by the trend towards evi-
dence-based medicine, in which knowledge and practice are
based on ‘scientifically proven’ facts.! The belief that an ‘unsci-
entific’ practice is by definition a ‘bad’ practice is likely to
receive further support. .

It was not always thus. Until recent times, physicians received
a very different sort of education. Their degree studies included
the classics and philosophy before they embarked upon medical
studies; their medical studies comprised mainly reading of the
philosophers such as Hippocrates and Galen. This study, which
had more in common with the arts and humanities than with pure
science, was designed to educate rather than train? and enable
physicians to continue their education throughout their career. (A
similar argument is proposed on behalf of evidence-based medi-
cine.?)

In this century, emphasis on the basic sciences and experimen-
tal research has increased qualitatively and quantitatively.
Clearly, the advances in medical science and research, which
have proceeded at a much more rapid rate than could have been
predicted or would have been possible by a backward-looking
Galen-contemplating approach, have justified a scientific educa-
tional attack on medicine. But this has been at the expense of
artistic and humanities education, and it is likely that the art of
medicine has been sacrificed for the science.*>

In evidence-based medicine, as presented by its enthusiastic
exponents, the best evidence is assumed to be provided by a ran-
domized controlled trial (RCT) or by meta-analyses of several
RCTs. ‘Epidemiological and biostatistical ways of thinking’ are
encouraged exclusively,! and this is seen as the route towards a
critical approach to medicine.

But what of sources of evidence and modes of thought other
than these? A narrow view of medicine and science is implied by
this approach, which excludes consideration of the art of medi-
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cine and of science. A more artistic approach would include indi-
vidual involvement with each unique case on an emotional
level.® Science, which measures repeatable elements in a
detached way,® is not equipped for this. Teaching of art can make
a significant contribution to the issues of judgement and critical
appraisal that are central to evidence-based medicine. In a time
when much ‘pure’ science has expanded its outlook to take in
philosophical, artistic and even theological considerations (e.g.
references 7 and 8), it appears odd that medicine should propa-
gate a reductionist view of available evidence.

Higher education is expected to lead to levels of learning
beyond the acquisition of factual knowledge,”'® and science,
properly taught, can certainly reach these levels. Importantly,
this should include critical analysis of the basis of knowledge,
rather than only ‘received wisdom’. It is important to recognize
some of the commonalities between scientific, artistic and
humanitarian modes of thought, all of which can lead towards
the desired educational goals. Similarities include rational and
critical thought, appraisal of and reflection on experience and
evidence, with informed debate, the generation and testing of
hypothesis, and openness to alternative viewpoints. It is equally
important to recognize that there are aspects of medicine other
than the purely scientific, such as communication, ethics and
empathy, aspects of healing other than purely drug induced or
surgical (e.g. the placebo effect), and aspects of ill-health that do
not conform to a predictable scientific model (e.g. psychosomatic
illness). These may be impossible to subject to scientific mea-
surement as they are concerned with emotional states, yet they
need to be addressed within medical education.

The norm in medicine is to consider evidence that is ‘scientif-
ic’ as useful, and the follow on from this is that this ‘scientific’
way of thinking is the only ‘correct’” way. We can now go even
further and say that ‘scientific’ usually means ‘epidemiological
and biostatistical’.! A view such as this of medicine as a science
must be as alien to a pure scientist as it is to an artist. Other evi-
dence can be useful, and can be studied critically. This might
include evidence that is not based on repeatable experiment.
Experiential evidence can be valuable if it is supported by reflec-
tion and discussion with peers or seniors; this is the basis of
‘reflective practicum’!! or ‘master class’ teaching vital to archi-
tecture and music, and can restore respectability to ‘anecdotal’
evidence. Serious study or creative involvement with the arts
demands an approach that is at least as rigorous and critical as
any scientific approach; conclusions drawn or works created
need be no less valid or valued through absence of quantitative
data.

Art in the practice of medicine

Are there arguments for studying the ‘non-biological arts’ at
medical school? To answer this we must examine what role, if
any, these play in the practice of medicine as well as in educa-
tion.

An enriching experience

First, the arts can form a vehicle on which experience may be
enriched or learned. Doctors will have experienced themselves

i little of what they treat. For example, very few have gone

through a terminal disease or serious mental disorder, and no
male doctor has experienced childbirth. Yet, by reference to the
vast artistic literature (e.g. see Downie’s ‘The Healing Arts’'?)
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that touches on these, they can learn something about what the
experiences mean. This must lead to a greater ability to identify
and empathize with patients. Patients, like doctors, learn much
about the illness experience from the arts: films, plays and novels
help them to contextualize and predict their own experiences.
Families and societies too form much of their response to illness
by reference to the arts, which represent a far greater reservoir of
experience than they can possess themselves.

Therapy

Secondly, the arts can be useful in therapy. Much is made of sto-
ries in this context.'> There is often little difference between
three forms of sickness story: the literary (e.g. Tolstoy’s The
Death of Ivan llyitch), the biographical or autobiographical (e.g.
Chopin’s letters'*), or the case history written by the doctor and
patient. It is surely no coincidence that many great poets and
writers have also been physicians (e.g. Chekov, William Carlos
Williams and Keats), and their artistic, linguistic and narrative
skills would have been an asset to their medical practice. The
teaching of literature in medical schools has its advocates,
including the present Chief Medical Officer.%!'S The other arts
also have a role in therapy or healing. ‘Healing by catharsis’ is a
common concept in mental health, and catharsis can take the
form of writing, painting, drama or music. In a recent radio inter-
view (Radio 4, Poetry Please, 1 January 1995), Nicholas Albery,
the poetry editor, cited evidence'6 which suggested that poetry is
as effective in treatment as drugs in moderate depression. Art
and music therapists are employed in many regions, and psy-
chodrama is an increasingly recognized therapy. Art in hospitals
is seen increasingly as an important part of the therapeutic envi-
ronment.'”

Therapy is also important for doctors. As scientists, detach-
ment (from their patients and themselves) would make it difficult
for them to recognize internal conflicts, frustrations and stress.
As artists they would not only be able to recognize these, but
would also be able to address them through the arts (e.g. through
writing, music or painting). There may be a case for training in
creative arts to help doctors to place in context and channel the
effects of these unavoidable and increasingly important aspects
of their work.

The arts can also be therapeutic for society. Some illnesses
may be the result of a ‘sick society’; for example, overindul-
gence in the Western world leading to diseases of opulence, or
the adverse health effects of deprivation and isolation.'® The arts
can illustrate these to members of the society, and may also illus-
trate ‘cures’. Kafka was partly concerned with this in his novels,
and at another level, so was John Lennon in his songs.

Quality of life

Thirdly, the arts are important in developing the quality of
leisure time. This in itself is therapeutic, and is particularly use-
ful in filling ‘sick time’ in a fulfilling way. A fulfilling leisure
time may lead to more effective functioning in other roles (doc-
tor or patient).!!?

A tool in teaching

Finally, the arts have a role in teaching. Literature and television,
films and drama can all teach people (patients, society and doc-
tors) what illness is, both in general and in particular. There has
been a recent vogue in Hollywood for featuring conditions such
as Parkinson’s disease, autism, and mental and physical handicap
in major films, and this can only lead to an altered perception of
these conditions. ‘The role of teaching is to make learning possi-
ble’ and learning is ‘changing the ways in which learners under-
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stand, or experience, or conceptualise the world around them’.!”
Therefore, these films teach us about the conditions that they fea-
ture. While this may be a different way from that in which doc-
tors are expected to ‘conceptualize’ the conditions, it is important
that they can see things as their patients do, as well as in a more
technical way. This will lead to greater understanding of patients.
Students must also learn much that a textbook or undergraduate
experience would be unable to teach: about parental attitude to a
handicapped child from Bernice Rubens A Solitary Grief; or
about the effect of occupation, deprivation and environment on
health from Emile Zola’s Germinal; or about the sensitivity of
the doctor—patient relationship from Fildes’ painting The Doctor
in the Tate Gallery. In other words, the arts can provide material
for reflective practicum.'!

Inflammatory bowel disease — an example

If we take the example of inflammatory bowel disease taught as
medical science, students will graduate with an understanding of
the cellular and gross anatomy, physiology and biochemistry of
the processes that cause this group of diseases, and their epi-
demiology. However, they may have little or no understanding
that they are treating a disease that causes profound social, psy-
chological and physical debility to the patient and to the patient’s
family; they may not understand the impact that suffering such a
disease over a long period of time will have on the patient’s psy-
chological, social, sexual and recreational well-being.

Until doctors have built their own experience to a sufficient
level, such appreciation can only come from a study of the sto-
ries of inflammatory bowel disease taught in a humane manner
that encourages involvement with afflicted patients, and a sensi-
tive yet critical appraisal of this form of evidence. Narrative
accounts of illness, whether in the form of novel, biography,
detailed medical records, qualitative research or talking with
patients, will provide students with knowledge of a disease far
greater than a traditional scientific approach would allow. Brody,
in his attempts to address this gap in the medical literature
Stories of Sickness.

Empathy is ‘feeling’ derived from personal interpretation of a
particular set of circumstances,?® and as such, may be an art;
however, the proper interpretation requires a scientific and social
context for validity. Downie!? affirms that we learn from the arts
by ‘imaginative identification with situations or characters
depicted, and by having our imaginations stretched through
being made to enter into unfamiliar situations or to see points of
view other than our own’. This is surely essential to empathy,
and therefore, to the teaching and practice of good medicine. It is
also essential to mature consideration of ethical issues, another
vital medical educational goal. An approach that is narrowly ‘sci-
entific’ must be detached and impersonal. This will lead to
retraction or escape into evidence-based therapies without the
doctor having to consider the non-physical aspects of disease.
Furthermore, objective consideration of this evidence exclusively
must lead to judgements, and therefore, to clinical decision-mak-
ing that excludes ethical consideration. What kind of monster
will this generate?

Implications for teaching

We can see that the arts have a large role in the practice and
teaching of medicine, probably in conjunction with science.
What does this mean for the practice of medical education?
Before we can properly understand and advise on any patient’s
experience, it seems important to have some idea of one’s own
position in life and humanity. An aim of higher education is to
encourage the intellectual, ethical and emotional development
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that would lead to this.>?! In medicine, as it stands at present,
there is probably little opporturiity for this kind of development,??
although it is to be hoped that this will improve when the changes
in education recommended by the General Medical Council?® and
the King’s Fund?* are implemented: an overarching aim of these
is to reduce the factual knowledge burden and increase the oppor-
tunity for critical thinking. Evidence-based medicine as it is pro-
posed can achieve some but not all of this aim.

Some places are well in advance of this. The University of
Dundee had (until recently) a writer in residence, the poet Don
Paterson, part of whose time was spent with second-year medical
undergraduates. With them, he carried out creative writing exer-
cises designed to explore the meaning of being a human, the
richness of language for communication and the value of one’s
own experience (D Paterson, personal communication). His suc-
cessor, John Burnside, now continues this development. In the
new medical curriculum proposed by the University of Aberdeen
(among others), there will be an ‘elective’ period of some
months’ duration when students will have the opportunity to
study a non-medical subject, such as an art. This innovation
appears to some as an irrelevance, but follows entirely a recom-
mendation by Downie & Charlton.?° This, it is hoped, will allow
some of the benefits outlined above, and lead to an appreciation
of at least one way of thinking other than the ‘medical’ (that is
the epidemiological and biostatistical) way.

Conclusion

We have reviewed the benefits of encouraging artistic modes of
intellectual development in addition to scientific modes in our
medical schools. Similar arguments could probably be made for
social scientific, political, commercial, philosophical and theolog-
ical modes. We come, then, to see medicine not as a science but
as a discipline that represents a culmination of all these other dis-
ciplines. This leads us to realize that many of the presumed dis-
tinctions between disciplines are artificial, based on tradition, pol-
itics, power, paradigms or single-track modes of thought. It might
be better to move away from an approach to medical education
that is based in ‘science’ to one that is problem based (the ‘prob-
lem’ being the care of patients), encompassing all modes of
thought relevant to the solving of the problem. This would include
the arts and would encourage appropriate use of anecdote (valuing
experience) and lead to intellectually rounded doctors. It would as
now, however, encourage rigorous examination of all sources of
evidence — scientific, literary, philosophical and otherwise.

Many GPs will have difficulty in embracing the concept of
evidence-based medicine as it is presented. They will recognize
that much of their work cannot conform to the limited evaluative
straitjacket imposed by the approach.?® Accordingly, general
practice, because of its breadth of experience and epistemology,
and its need to harness all sources of information available, may
be an ideal place to introduce the considerations outlined here to
our undergraduate students.
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RESOURCES FOR CLINICAL AUDIT

Eli Lilly National Clinical Audit Centre
Department of General Practice and Primary Health Care
University of Leicester
The Lilly Audit Centre, an integral part of the Department of General
Practice and Primary Health Care at the University of Leicester, provides

resources for those involved in clinical audit.

These include systematically developed audit protocols for use by primary
health care teams. These protocols are issued free to medical audit advisory
groups and may be obtained from them or alternatively from the Lilly Audit
Centre itself.

The topics available include:

Asthma Diabetes

Gout Angina
Hypertension Depression
Benzodiazepines: New Prescriptions

The journal produced by the Lilly Audit Centre - Audit Trends - supports
the exchange of information about new developments in audit and is now in
its fourth year. There are a number of sections including original papers on

a wide range of issues, reviews of audit methods and information about the
various agencies which can be contacted for support and advice. The annual
subscription is £35.00 for the UK and £45.00 for overseas.
The Lilly Audit Centre runs training courses for clinical support staff in all
sectors of the health service, the aim of which is to develop understanding
and skills in multidisciplinary clinical audit.
For further information and a full publications list please write to:
The Eli Lilly National Clinical Audit Centre, Department of General
Practice and Primary Health Care, University of Leicester, Leicester
General Hospital, Gwendolen Road, Leicester LES 4PW. Tel: 0116
2584873. Fax: 0116 2584982.
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